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ABSTRACT 
Background: The incidence of Sudden Unexpected Infant Death (SUID) in Nebraska has been 
higher than the national average for several years. Douglas County is the largest metropolitan 
community in Nebraska, and its population is very diverse regarding socioeconomic status, 
racial/ethnic background and educational attainment. Infant unsafe sleeping behaviors are well 
documented in the literature. They include the non-back sleeping position, co-sleeping, the use 
of soft bedding and placing the infant in a non-bed. The study of the determinants of unsafe 
sleep practices in a specific community can help promote appropriate preventive measures. 
Goals/Objectives: The goals of this project are to determine the rates of SUID and explore the risk 
factors for unsafe sleep behaviors in Douglas County from 2008 to 2017.  
Methods: We used secondary data retrieved from the Douglas County Vital Statistics’ website 
and de-identified data obtained from the Douglas County Health Department. We computed the 
biannual rates of SUID from 2008 to 2017 using the number of SUID cases and the number of live 
births per year. We performed statistical analysis using SAS software version 9.4. We conducted 
descriptive statistics of both our outcomes of interest and independent variables. We also 
conducted univariate logistic regression analysis to calculate the crude odds ratios (OR) of 
socioeconomic factors of the mother with the outcome variables. P-values less than 0.05 was 
considered statistically significant. Then, we included variables of the univariate analyses in the 
multivariate logistic regression models (full model) to prevent confounding effects. We obtained 
the final model using the same variables of the full model and adding the “backward selection” 
option which proceeded with the removal of all variables with p-value greater than =0.05. 
 
Impact of the project: We found that unsafe sleep behaviors are commonly practiced in Douglas 
County and there are racial as well as socioeconomic differences between groups. The findings 
of our research will help tailor the American Academic of Pediatrics (AAP) recommendations on 
safe sleep to be culturally adapted in Douglas County. Moreover, interventions to address 




Our study took place at the Douglas County Health Department (DCHD) with the Fetal Infant 
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Mortality Review (FIMR) Program. The DCHD employed a best practice model nationally 
recognized and known as the FIMR cycle of improvement which end goal is to reduce fetal and 
infant death in the community. The FIMR process includes:  
• Collecting data about fetal and infant mortality from medical and public health records. 
•  Organizing home visits with the mother of loss by a Public Health Nurse (PHN) 
• Conducting case summaries reviews by the Case Review Team (a diverse group of 
medical and community experts) to, identify risk and protective factors and make 
recommendations for community change. 
• Utilizing the Community Action Team (Baby Blossom Collaborative) to prioritize identified 
issues and implement interventions to improve service systems and resources in Douglas 
County. 
 
Issue being addressed and importance of the project to DCHD 
 Our study focused on Sudden Unexpected Infant Death (SUID). SUID is described as the 
sudden and unexpected death of an infant less than one year of age in which the cause is not 
self-evident before investigation. We retrieved our data from the case summaries reviewed by 
the FIMR, Case Review Team (CRT). The results of our study will be conveyed to the Community 
Action Team with the recommendation to design culturally adapted interventions about safe 
sleep behaviors to improve infant health in Douglas County.  
 
Historical significance, relevance of the project to public health, gaps in knowledge, Study purpose 
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 As in other states, the rates of SUID have significantly decreased in Nebraska since 1990. 
Nevertheless, meaningful differences exist between racial and ethnic groups. The SUID rate in 
Nebraska has been above the national average until 2013 when a slight decrease was reported 
(Lambert et al., 2018). In general, in the US there has been a lack of significant reduction in SUID 
rates since 1999. For example, compared to the 44% decline in SUID rates between 1990 
through 1998, there was only a 7% reduction between 1999 and 2015. (Lambert et al., 2018).     
The purpose of our study is to calculate the rates of SUID to determine the trend and explore the 
risk factors associated with unsafe sleep behaviors in Douglas County from 2008 to 2017. The 
knowledge of current trends of SUID at the local, state and national levels can help assess 
progress toward the Healthy People 2020 goal of decreasing SUID deaths of 84 per 100,000 live 
births. Also, to our knowledge, no study had identified the risk factors of unsafe sleep behaviors 
in Douglas County, Nebraska. We chose Douglas County as the site of our research because it is 
the largest metropolitan community in Nebraska and its population is very diverse culturally and 
regarding socioeconomic status. Also, the Douglas County Health Department FIMR team has 
been very consistent and thorough in reviewing all SUID cases that have occurred during our 
study period. The conclusion of our research will contribute to increasing and refining knowledge 
about SUID risk profile in Douglas County that will ultimately help in prevention efforts such as 
developing appropriate social marketing messages on safe sleep practices. 
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LITERATTURE REVIEW 
Sudden Unexpected Infant Death (SUID) is an expression used to describe the sudden and 
unexpected death of an infant less than one year of age; it is only after a meticulous 
investigation that the causes of these deaths are categorized (Bass et al., 2018; CDC, 2018; 
McIntosh & Mitchell, 2017). We find under the umbrella of SUID the following: Sudden Infant 
Death Syndrome (SIDS), Accidental Suffocation and Strangulation in Bed (ASSB), and unknown 
causes of death in infants less than one year of age (Carlin & Moon, 2017; CDC, 2018).  
SIDS represents more than half of SUID cases and is defined as the sudden death of an infant 
less than one year of age that remains unexplained after a complete investigation is performed 
(autopsy, death scene investigation, and medical history review).  About 14% of SUID cases fall into 
the category of ASSB, and approximately 30% are coded as deaths of unknown causes especially 
when no death scene evaluation or autopsy are performed to meet the criteria for a SIDS 
categorization (CDC, 2018; Putnam-Hornstein, 2014).  
SUID is the leading cause of death in the post neonatal period in developed countries 
(Adams et al.,2015; McIntosh & Mitchell, 2017). It accounted for 1 in 3 post neonatal deaths in 
2010 in the United States (Shapiro-Mendoza et al., 2014). Every year in the United States, 
approximately 4500 infants with no previous ailment or injury die instantaneously without any 
warning signs (Adams et al.,2015). Sudden Infant Death Syndrome (SIDS) is the third leading cause 
of all infant death in the United States. Congenital malformations are the leading cause of infant 
deaths followed by prematurity/low birth weight (Carlin & Moon, 2017). 
Some factors are known to increase the risk of SUID. They include the baby sleeping position 
(prone and side sleeping) and sleep environment (soft bedding, bed sharing, inappropriate sleep 
6 | P a g e  
 
surfaces including sofas). We also have infant factors such as low birthweight and preterm birth. 
Some maternal factors may predict the occurrence of SUID: smoking during pregnancy, inadequate 
prenatal care, and low socioeconomic status. Protective factors include breastfeeding, pacifier use, 
room sharing, and immunizations (Adams et al., 2015; Carlin & Moon, 2017; Fee & Tarrell, 2017). 
Chronologically, the term SIDS which is known today as a subcategory of SUID was employed 
for the first time at an international conference in 1969 on the causes of sudden death in children 
(Adams et al.,2015, NICHD, 2017). Subsequently, in 1974 SIDS was identified as an essential public 
health concern, and Congress adopted the Sudden Infant Death Syndrome Act of 1974. In 1991 
researchers found a strong correlation between SIDS events and babies sleeping on their stomach. 
In 1992 based on studies results, the American Academic of Pediatrics (AAP) recommended as sleep 
position for US babies the back or the side. In 1996 there was a transition to the ‘back to sleep 
campaign’ where AAP recommended as safe sleep practices that babies be positioned only on their 
back using firm sleep surfaces and avoiding the use of soft bedding in cribs (NICHD, 2017). 
As a result of the national ‘Back-to-Sleep campaign,’ SIDS mortality rate sharply decreased in 
the USA from 120.3 per 100 000 live births in 1992 to 54.6 per 100 000 live births in 2004.   Also, 
the decrease in SIDS rates and the concurrent increase in other types of SUID since 1999 has been 
attributed in part to the ‘diagnostic shift’ in the categorization of SUID (Lambert et al., 2018; 
Schnitzer et al., 2012). Overall from 1990 to 2015, SUID rates decreased from 154.6 per 100 000 live 
births in 1990 to 92.4 per 100 000 live births in 2015 (CDC, 2018; Lambert et al., 2018). 
In 2012 based on qualitative research findings the national Back-to-Sleep campaign was 
refined and expanded to focus on a safe sleep environment in addition to the sleep position. The 
extended version is called Safe to Sleep® (Lambert et al., 2018; NICHD, 2017). 
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Despite the promotion of these preventative measures, there has been a lack of significant 
reduction in SUID rates since 1999 in the US. For example, compared to the 44% decline in SUID 
rates between 1990 through 1998, there was only a 7.2% reduction between 1999 and 2015. 
(Lambert et al., 2018). The incidence of Sudden Unexpected Infant Death (SUID) in Nebraska has 
been higher than the national average for several years. In the present study, we aim to determine 
the rates of SUID and explore the risk factors for unsafe sleep behaviors from 2008 to 2017, in 
Douglas County, the largest metropolitan county in Nebraska.   
METHODS 
Research question  
We have defined the following three research questions: 
1. What are the rates of SUID cases in Douglas County from 2008 to 2017? 
2. What are the potential risk factors for non-back sleeping position in Douglas County 
from 2008 to 2017? 
3. What are the potential risk factors for unsafe sleep environment in Douglas County 
from 2008 to 2017? 
•    3.1 What are the factors related to co-sleeping? 
•    3.2 What are the factors related to soft bedding use? 
•    3.3 What are the factors associated with putting an infant in non-bed? 
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Study design/Population/sample size 
We conducted a cross-sectional study using a retrospective cohort. Our study population 
included all infants less than one year of age who died of SUID and the case had been reviewed 
by the FIMR team from 2008 to 2017 in Douglas County, Nebraska. Our sample size was 62. 
Data source and Data collection Methods  
We retrieved live births data from the Douglas County Vital Statistics’ website. We also used 
secondary de-identified data collected by DCHD. Infant deaths that occurred in Douglas County 
are all reported to the Vital Statistics. SUID cases are investigated (autopsy, death scene 
investigation) and sent to the DCHD Fetal Infant Mortality Review (FIMR) program coordinator 
who gathers further information about the cases including socio-demographic and behavioral 
information, hospital and home visit records for review by the FIMR team. The case review team 
is a multidisciplinary panel comprised of physicians, public health practitioners, social workers, 
nurses and community members. We collected our study variables from the FIMR database 
which contained all reviewed cases of SUID.  
  
9 | P a g e  
 
Statistical and/or analytical methods 
1. Study variables 
Our study variables are described in the following table. 
Table 1. Description of variables used in the analysis 
Variable Operational Definition Response Options 
Age Infant age at death 0[1-31days] -12 months 
Gender Infant gender Male/Female (M/F) 
Soft bedding Non-firm surface, presence of blankets or 
clothing in infant sleeping environment 
Yes/No 
Co-sleeping Bed sharing with adults or other children Yes/No 
Infant in non-bed Infant sleeping in car seats or other surfaces 




Infant not sleeping on his back Yes/No 
Mother Age The age of the mother Varies 
Second hand 
smoking 
Mother or other household member smoking 
during or after pregnancy 
Yes/No 
Race Mother’s racial background African-American (Black), 
Caucasian (White) and Other  
Medicaid (socio-
economic status) 
Is the mother a recipient of Medicaid? Yes/No 
High School diploma 
(Education 
Attainment) 
Has the mother completed high school? Yes/No 
Marital Status Mother marital status Married/Single 
 
2. Outcomes variables 
We used unsafe sleep behaviors such as non-back sleep position, co-sleeping, soft 
bedding, and infant in non-bed as our outcome variables. 
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3. Independent variables 
The independent variables included the infant and mother’s age, gender, marital status, 
high school diploma, Medicaid, second-hand smoke and race.  
4. Data analysis methods 
We calculated SUID rates by dividing the number of cases in a given period by the 
number of live births during the same period per 100,000 live births.  
We performed statistical analysis using SAS software version 9.4. We conducted 
descriptive statistics of both our outcomes of interest and independent variables. We also 
performed univariate logistic regression analysis to calculate the crude odds ratios (OR) of 
socioeconomic factors of the mother with the outcome variables. P-values less than 0.05 was 
considered statistically significant. Then, we included variables of the univariate analyses in the 
multivariate logistic regression models (full model) to adjust for confounding effects. We 
obtained the final model using the same variables of the full model and adding the “backward 
selection” option which proceeded with the removal of all variables with p-value greater than 
=0.05. 
RESULTS 
A. SUID Rates 
Figure1. shows the biannual rate of SUID from 2008 to 2017. 
In ten years, the highest rate of SUID cases in Douglas County was observed in 2014-2015 
(109.31 per 100,000 live births). The rate of SUID was 75.84 in 2008-2009 and 75.97 in 2016-
2017. The trendline showed an increase.  




B. Descriptive Statistics 
Table 2 presents selected socioeconomic and behavioral characteristic of mothers of loss 
and demographic information of infants as well as their sleeping position and sleeping 
environment. The mean age was 25.71 years for mothers and 3.31 months for infants at 
death, and 91.94% of death occur before the age of 6 months. Among mothers of loss, 
54.84 % were Whites, and 35.48% were African-Americans. The majority of mothers had 
a high school diploma (70.59%), and 72.58% were Medicaid recipients. In terms of 
sleeping arrangements, co-sleeping was adopted in 58.06% of the cases, the infant was in 
non-bed in 67.74% of the time, and soft bedding was used in 74.19% cases. The non-back 














2008-2009 2010-2011 2012-2013 2014-2015 2016-2017
Figure1: SUID rate per 100,000 live births and Trendline in 
Douglas County 2008-2017.
SUID rate per 100,000 live births Linear (SUID rate per 100,000 live births)
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Table 2. Distribution of maternal socioeconomic and behavioral variables 
and infant sleep environment variables 
Characteristics Total (%) 
Infant Age (months)  
0-6 57 (91.94) 
7-12 5 (08.06) 
                                               Age (mean) 3.31 
Gender  
 Male 37(59.68) 
 Female 25 (40.32) 
Race  
African American/Black 22 (35.48) 
White/Caucasian 34 (54.84) 
Other 6 (09.67) 








Had High school diploma  
     Yes 36 (70.59) 
     No   15 (30.00) 
Had Medicaid  
     Yes 45 (72.58) 
     No   17 (27.42) 
Marital status  
     Married 27 (43.55) 
     Single 35 (56.45) 
Second hand smoking  
     Yes 27 (43.55) 
     No 35 (56.45) 
Co-sleeping  
     Yes 36 (58.06) 
     No 26 (41.94) 
Infant in non-bed   
     Yes 42 (67.74) 
     No 20 (32.26) 
Soft bedding  
     Yes 46 (74.19) 
     No 16 (25.81) 
Non-back sleep position  
     Yes 24 (42.86) 
     No 32 (57.14) 
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C. Unsafe Sleep Behaviors Analysis 
Co-sleeping (bed-sharing), non-back sleeping position, soft bedding and infant in non-bed are 
established as unsafe sleep behaviors. The following paragraphs examine their relationship with 
selected mothers’ socio-demographic variables. 
1. Co-sleeping 
Table 3 displays the association between co-sleeping and socioeconomic determinants of 
mothers. A significant association was found between co-sleeping, race and Medicaid use. The 
full model confirmed the crude association between these two variables and co-sleeping. Non-
Whites mothers had 4.27 times greater odds of practicing bed-sharing. The final model only 
includes Medicaid use. Medicaid beneficiaries had 4.03 times greater odds of practicing bed-
sharing.   
Table 3. The association of co-sleeping with mother’s socioeconomic variables 










0.17 2.06 (0.74, 5.77) 0.46 1.75 (0.40, 7.64) 0.42  
High school Diploma 
(ref=Yes) 
0.95 0.96 (0.29, 3.24) 0.77   0.82 (0.20, 3.24) 0.77  
Race (Ref=White) 0.00 5.24 (1.69, 16.25) 0.04 4.27 (1.04, 17.54) 0.06  
Medicaid (Ref=No) 0.00 5.31 (1.57, 17.98) 0.04 4.45 (1.04, 19.11) 0.03 4.03 (1.13, 14.35) 
OR=Odds Ratios (ORc: Crude OR; ORa: OR adjusted for all other variables in the model). 
Ref=Reference 
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2. Non-back sleep 
In table 4 there was no significant association between non-back sleep position, marital status, 
high school diploma, race, and Medicaid.  
 
Table 4. The association of non-back sleep position with mother’s socioeconomic variables 










0.76 1.18 (0.41, 3.41) 0.97 1.03 (0.25, 4.27) 0.97  
High school Diploma 
(Ref=Yes) 
0.73 1.25 (0.35, 4.49) 0.89   1.10 (0.28, 4.27) 0.88  
Race (Ref=White) 0.35 1.67 (0.57, 4.88) 0.54 1.53 (0.40, 5.87) 0.40  
Medicaid (Ref=No) 0.18 2.28 (0.68, 7.70) 0.54 1.53 (0.39, 6.05) 0.51  
OR=Odds Ratios (ORc: Crude OR; ORa: OR adjusted for all other variables in the model). 
Ref=Reference 
Note: The race was dichotomized into ‘white’ and ‘non-white’ 
 
3. Soft bedding 
Table 5 presents the association between soft bedding with mother’s socio-economic factors. 
Although there was not a crude association between soft bedding and race, the full and the final 
model found a statistically significant association. Non-Whites mothers had 9.90 greater odds 
than Whites mothers to use soft bedding as seen in the final model. 
 
Table 5. The association of soft bedding with mothers’ socioeconomic variables 










0.55 1.42 (0.45, 4.45) 0.17 0.29 (0.05, 1.68) 0.23  
High school 
Diploma (Ref=Yes) 
0.26 2.60 (0.50, 13.67) 0.25 3.02 (0.47, 19.56) 0.25  
Race (Ref=White) 0.07 3.27 (0.92, 11.66) 0.03 13.07 (1.33, 128.89) 0.04 9.90(1.16, 84.46) 
Medicaid (Ref=No) 0.09 2.80 (0.83, 9.40) 0.12 3.79(0.70, 20.70) 0.26  
OR=Odds Ratios (ORc: Crude OR; ORa: OR adjusted for all other variables in the model). 
Ref=Reference. Note: The race was dichotomized into ‘white’ and ‘non-white’ 
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4. Infant in non-bed 
Table 6 shows the association between Infant in non-bed and mother’s socioeconomic 
characteristics. Significant associations were found for race (ORa= 5.56) and Medicaid (ORa= 
6.29). The final model includes only Medicaid (ORa=5.42).  
Table 6. The association between Infant in non-bed with maternal socioeconomic variables 










0.08 2.70 (0.90, 8.07) 0.41 0.52 (0.11, 2.50) 0.41  
  High school Diploma 
(ref=Yes) 
0.80 1.18(0.33, 4.22) 0.97 1.03 (0.23, 4.58) 0.97  
  Race (Ref=White) 0.00 8.33 (2.11, 32.91) 0.04 5.56 (1.11, 27.80) 0.05  
  Medicaid (Ref=No) 0.00 7.33 (2.14, 25.19) 0.02 6.29 (1.38, 28.57) 0.01 5.42(1.50, 19.59) 
OR=Odds Ratios (ORc: Crude OR; ORa: OR adjusted for all other variables in the model). 
Ref=Reference. 





During our study period, the highest rate of SUID cases in Douglas County, 109.31 per 
100,000 live births, was observed in 2014-2015 (Douglas County, Nebraska, Vital Statistics, 2017) 
which was higher than the state average of 86.7 seen in 2013-2015 (Lambert et al., 2018). SUID 
rates have not decreased during our study period. The trendline showed a slight increase. Our 
result is similar to the national trend reported to be stagnant since 1999 (Lambert et al., 2018). 
We found in Douglas County that the mean age at death (SUID) was 3.31 months and 
that 91.94% of death occurs before the age of 6 months. Children’s Health Alliance of Wisconsin 
(2019) found a very similar result: in 2016, 93% of SUID deaths in Wisconsin occur before the age 
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of 6 months. Likewise, Adams et al. (2015) highlighted that the incidence of SIDS increases 
between the age of two and four months.  This is showing the age-related vulnerability regarding 
the occurrence of SUID. 
In our study, unsafe sleep practices like co-sleeping (58.06% of the cases), an infant in 
non-bed (67.74%), and soft bedding (74.19%) were prevalent. The above-mentioned unsafe 
sleep behaviors along with the Non-back sleeping position are extensively reported in the 
literature as risk factors associated with Sudden Unexpected Infant Death (Adams et al.,2015; 
Broussard et al., 2012; Carlin & Moon, 2017; Fee & Tarrell, 2017; Fu et al., 2010). The non-back 
sleeping position was less adopted (42.86) by parents in our research.  
We found a significant association between co-sleeping and mother’s race. Non-Whites 
mothers had 4.27 times greater odds of sharing a bed with their infants. This corroborates with 
previous findings (Gaydos et al. 2015, Mathews et al. 2015, Ostfeld et al. 2006, and Shields et al. 
2005) that Black race was associated with bed-sharing behavior.  The racial disparity in the 
practice of bed-sharing may be related to deep cultural and familial roots (Gaydos et al., 2015).  
Being a Medicaid recipient was also strongly associated with co-sleeping. We have used 
Medicaid as a proxy for socio-economic status since only low-income parents (150% Federal 
Poverty Level) are qualified for the state insurance. The association between co-sleeping and 
low-socioeconomic status (SES) is also reported by Norton & Grellner (2011). Both the Black race 
and poverty are reported to be risk factors for SUID by Adams et al. (2015). The relationship 
between low SES can easily be understood by the fact that due to financial constraint, low-
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income families may not be able to provide the infant his bed. Instead, the family must share the 
sleeping space. 
Race was also found to be associated with the use of soft bedding. Non-Whites mothers 
had 9.90 higher odds than Whites mothers to use soft bedding as seen in the final model. This 
corroborates with other findings (Ajao et al.,2011; Carlberg et al., 2012; Shapiro-Mendoza et al., 
2009). 
There was a significant association between non-bed use and Medicaid in the final 
model. Medicaid recipients were more likely to be in non-bed (OR=5.42). Infants are in non-bed 
when they are lay to sleep in a non-recommended infant bed like car seats, strollers, swings or 
an adult bed. As we previously mentioned, the relationship between socioeconomic status and 
unsafe sleep practice can be explained by financial constraint limiting the choices of parents to 
provide appropriate sleeping location and space.  
In our study we didn’t find any independent association between non-back sleep position 
and mothers’ race. These results are different from other studies suggesting that Black race have 
a strong association with Non-back sleep position (Broussard et al., 2012; Gaydos et al., 2015; 
Mathews et al., 2015). In our study, most mothers reported to always placing their babies in a 
supine position. This suggests that the practice of non-back sleep in our context is underreported 
or the recommendation to place infants in the supine position is widely adopted across racial 
groups. 
Contrary to the findings of (Adams et al., 2015; Carlberg et al., 2012; Fee & Tarrell, 2017, 
Fu et al., 2010), our study did not find any crude association between educational attainment, 
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smoking status, maternal age and any of the unsafe infant sleeping behaviors studied that are 
established risk factors for SUID (co-sleeping, non-back sleeping position, soft bedding, and non-
bed use). This may be due to our sample characteristic: most of our mothers were non-smokers 
(56.45%), more than 70% of them had a high school diploma, and 62.90% were at least 25 years 
old. 
RECOMMENDATION 
Our results make an essential contribution to the growing body of evidence showing that 
SUID rates in the US have not significantly declined since 1999, and that specific maternal 
socioeconomic factors are predictors of unsafe sleep practices. The unsafe sleep behaviors risk 
profile in Douglas County found in our study (race, low socioeconomic status) should help design 
culturally adapted social marketing messages on safe sleep practices and develop interventions 
to address the social determinants of health. 
To better understand contributory factors of unsafe sleep practices and adopt effective 
preventive measures a case-control study should be conducted to analyze the correlation 
between infant sleeping position and environment with maternal socioeconomic and behavioral 
factors among SUID cases and non-SUID cases. 
CONCLUSION 
In our sample, unsafe sleep practices such as co-sleeping, soft bedding, and infant in non-bed 
were mostly adopted. Regarding the research questions, the following results are found: SUID 
rates in Douglas County have not declined during our study period. Black race and low 
socioeconomic status were associated with most of the unsafe sleep behaviors studied. Critical 
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reasons for non-compliance to the safe-sleeping recommendations by Black mothers may 
include convenience, perceived safety, familial and cultural influence. Prevention efforts should 
target those at highest risk and focus on helping parents and caregivers provide safer sleep 
environments. We recommend to further assess unsafe sleep practices by conducting a case-
control study to analyze the relationship between the sleeping environment and sleeping 
position of infants with maternal socioeconomic and behavioral factors among children who died 
from SUID and infants who did not. This will help to advertise culturally adapted social marketing 
messages on safe sleep. 
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Service Learning/Capstone Experience 
Reflection  
 I had a great learning experience at Douglas County Health Department during both my service 
learning and capstone. I worked with the Fetal Infant Mortality Review (FIMR) program whose 
goal is to reduce infant mortality and its impact on families in Douglas County. I had exposure to 
their process called the cycle of improvement. The cycle of improvement includes data collection 
about infant death, case review by a multidisciplinary team, Community action and Changes in 
community systems which result in the improvement of availability and accessibility of services 
and resources for the inhabitant of Douglas County, Nebraska. 
A. Service-Learning Experience Reflection 
I worked closely with the FIMR program coordinator. The APEx activities consisted of: 
• Data transcription: I transcribed the recordings of phone interviews about infant safe 
sleep from twenty mothers enrolled in the WIC (Women, Infants, and Children) program. 
• Case summaries review: I reviewed all infant death case summaries that occurred 
between 2013 and 2018. I retrieved from these cases the commons acronyms and terms 
used by the medical abstracter. I proceeded with a literature review of trusted sources to 
define and explain the common terms and acronyms used in the cases. I produced a 
glossary of more than one hundred terms and acronyms commonly used in the infant 
death case summaries. 
• FIMR Case Review Team Monthly Meeting June 26, 2018. Oral Presentation: CRT Glossary 
of Terms and Acronyms, Omaha, NE. 
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• FIMR Case Review Team Monthly Meeting July 23, 2018. Oral Presentation: Protective 
Factors in Infant Mortality, Omaha, NE. 
The most significant learning experience during the service learning was handling qualitative 
data: transcribing data requires listening skills and some knowledge of the topic being discussed. 
I also learned to be comfortable working with a multidisciplinary team. That will facilitate future 
collaboration with the team. In addition, I learned to use specific sources pertaining to the 
professional organizations involved. 
With this project I handled data, did extensive literature review and collaborate with a 
multidisciplinary team, this strengthen in me the very skills needed for a well-rounded public 
health professional. 
The Fetal Infant Mortality Review (FIMR) Program has been in existence in Douglas County 
since 2006. One of the key steps of the FIMR process include the utilization of the Case Review 
Team (a diverse group of medical and community experts) to review summaries of case 
information, identify risk and protective factors present in the case, and make recommendations 
for community change. I developed a glossary of more than one hundred terms and acronyms, a 
useful tool that will facilitate the work of the case review team. I also developed based on the 
literature a list of protective factors in infant mortality, also used by the team. 
B. Capstone Experience Reflection 
The capstone activities consisted essentially of: 
➢ extensive literature review about SUID 
➢ the proposal writing 
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➢ committee meetings to discuss and approve the proposal 
➢ data collection from the FIMR database at Douglas County Health Department 
➢ data management and analysis 
➢ Final paper draft writing and review 
The greatest challenge of the capstone experience was to apply analytical methods not covered during 
my MPH coursework. I addressed this issue by doing in depth personal readings and getting assistance 
from my committee and my instructor. 
 
 
 
